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When vascular surgery emerged as a separate specialty
from its general surgery parent, hospitals were in need of
guidelines for granting privileges to individuals wishing to
practice vascular surgery. In 1989, a report of an ad hoc
committee of the Joint Council of the Society for Vascular
Surgery and the International Society for Cardiovascular
Surgery (North American Chapter) was published.1 The
Guidelines for Hospital Privileges in Vascular Surgery was
widely accepted and became the primary source document
for hospital credentials committees. In the ensuing 12
years, vascular surgery has continued to expand as a spe-
cialty. Therefore, there is a clear need to update the original
guidelines for hospital privileges. The new ad hoc commit-
tee of the American Association for Vascular Surgery and
the Society for Vascular Surgery was charged with this
responsibility.
Since the publication of the 1989 document, 4 devel-
opments have occurred that have made this update neces-
sary. The first is the publication of multiple studies that
document the variability of practice and outcomes of com-
mon vascular procedures.2-4 Most of these studies have
established a clear relationship between good outcomes
and high volume of procedures performed for individual
surgeons and, conversely, alarmingly high morbidity and
mortality rates for surgeons who have performed a low
volume of procedures. Some studies document significantly
better outcomes in trained vascular surgeons who are
board-certified in vascular surgery.5-7 The second develop-
ment has been the incorporation of catheter-based endo-
vascular therapies into the practice of vascular surgery. The
Accreditation Council for Graduate Medical Education
(ACGME) has designated endovascular therapies as an
important component of vascular surgery training and has
said that contemporary graduates from vascular residencies
should be trained in endovascular intervention. The third
development was the formation of the Vascular Surgery
Board of the American Board of Surgery (VSB-ABS).8 The
American Board of Surgery (ABS) has delegated responsi-
bility to the VSB-ABS for all board/examination-related
activities pertaining to vascular surgery. The final develop-
ment has been the competence initiative of the American
Board of Medical Specialties (ABMS). This organization
has charged all of their member boards with developing
mechanisms to link board certification and competence.
Until now, board certification and recertification in most
medical specialties were primarily dependent on passing
examinations that tested cognitive knowledge and judg-
ment ability. The charge to all boards by the ABMS is to
expand areas of assessment to include professionalism, evi-
dence of ongoing learning, ethical conduct, interpersonal
skills, and evidence of attempts at practice improvement on
the basis of outcomes.
Although proper training and certification are a means of
defining a surgeon’s qualifications, they do not assure compe-
tence in a particular specialty. The ultimate determination of
who should and should not practice vascular surgery in a given
hospital is the responsibility of the individual hospital through
its credentialing mechanisms. This report will define optimal
criteria for credentialing, although they may require modifi-
cation by individual hospitals to meet local community needs
and standards. The ultimate goal in preparing this document
is to assist hospitals and practicing physicians in improving the
quality of care and treatment outcomes for patients with
vascular disease.
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DEFINITION OF VASCULAR SURGERY
Vascular surgery is a specialty that encompasses the
diagnosis and treatment of diseases of the arterial, venous,
and lymphatic systems, exclusive of those components in-
trinsic to the heart and intracranial vessels. Five compo-
nents of vascular surgery have been identified, and a fully
trained vascular surgeon must have advanced knowledge
and experience in each of these areas:
1. Clinical evaluation, including history and physical exam-
inations. Also included is the non-operative treatment
of vascular disorders, including drug therapy and risk
factor management.
2. Non-invasive and invasive testing of the vascular system,
including plethysmography, duplex ultrasound scan-
ning, magnetic resonance imaging, computed tomogra-
phy scan interpretation, the performance and interpre-
tation of contrast angiography, and other tests
important to the diagnosis of vascular disease.
3. Indications and techniques relating to open operative
treatment of vascular disorders, including congenital,
occlusive, aneurysmal, and inflammatory disease involv-
ing the arteries and veins of the body, with the exception
of intracranial vessels and vessels intrinsic to the heart;
this includes, but is not limited to, the cerebrovascular
system including intrathoracic arch branches, the entire
descending thoracic aorta, the abdominal aorta, the
venous system of the chest and the abdomen, the vis-
ceral and renal arteries, and the arteries and veins of the
pelvis and lower extremities.
4. Indications and techniques relating to endovascular in-
terventions (endovascular surgery), including balloon
angioplasty, stenting, or both of all vessels (excluding
the intracranial and coronary arteries), aortic and pe-
ripheral vascular endovascular stent/graft placement,
thrombolysis, and other adjuncts for vascular recon-
struction.
5. Critical care management, including the preoperative
and postoperative evaluation and treatment of vascular
patients in the intensive care setting; this management
includes understanding the indications and techniques
relating to the insertion of peripheral artery, central
venous, and pulmonary artery catheters for hemody-
namic monitoring.
TRAINING AND CERTIFICATION
The responsibility for approving training programs in
vascular surgery rests with the ACGME through its desig-
nated agent, the Residency Review Committee for Surgery
(RRC-S). This organization accredits training programs on
the basis of the applicant program’s ability to meet certain
defined standards, confirmed by means of an inspection of
the program with an on-site review. The VSB-ABS defines
a body of knowledge that is expected among graduates of
training programs in vascular surgery. It provides a certify-
ing mechanism to determine whether an individual can
meet the standards set by the VSB-ABS for cognitive
knowledge and hypothetical case management. This comes
in the form of a written examination that is taken at the
completion of a vascular surgery residency. After a candi-
date successfully passes the written examination, an oral
examination is given. When a candidate passes both the
written and oral examinations, that individual will receive
certification by the ABS. The VSB-ABS also oversees the
ABS program of maintenance of certification in vascular
surgery (recertification), by means of which cognitive abil-
ity as it relates to vascular surgery and professional standing
are assessed. Therefore, an individual will be required to
undergo periodic written reexamination.
SCOPE OF VASCULAR SURGERY TRAINING
A detailed description of the vascular residency curric-
ulum is beyond the limit of this report. However, a brief
outline should be helpful to hospital credentials commit-
tees.
It is expected that applicants for residency training in
vascular surgery will have successfully completed a general
surgery residency and be eligible for the board examination
in general surgery. The basic residency in vascular surgery is
1 year in a program approved by the RRC-S. Many pro-
grams have adopted a second year as a part of the curricu-
lum. This additional year traditionally was devoted to re-
search and preceded the clinical year. The RRC-S has now
approved a 2-year curriculum. Many programs have mod-
ified the additional year to include extra training in endo-
vascular techniques and vascular laboratory diagnosis. Cur-
rently, there are discussions within the ABS, the ABMS, the
VSB-ABS, and ACGME about modifying the curriculum.
Pilot programs consisting of 4 years of general surgery
followed by 2 years of vascular surgery are currently being
discussed and may well be implemented by the time this
manuscript is published. After successful completion of a
vascular residency in an RRC-approved program, the indi-
vidual is eligible to sit for the written examination in
vascular surgery. After passing the written examination, and
after completing a basic practice requirement, the candi-
date is then eligible for oral examination. After successful
completion of the oral examination, a certificate attesting
to qualifications in vascular surgery is issued by the ABS.
Although exposure to vascular surgery is included in a
general surgery curriculum, it is understood that recent
graduates from general surgery and cardiothoracic surgery
residencies who have not completed an additional year of
vascular surgery training are not likely to posses the neces-
sary judgment and adequate experience to practice the full
range of complex procedures encompassed by the disci-
pline. The importance of extended training in vascular
surgery is attested to by the RRC-S having approved pro-
grams that provide an additional 1 or 2 years of training in
vascular surgery beyond the general surgery residency, and
only graduates of these extended programs are provided
the opportunity to be examined and certified in vascular
surgery. Similarly, graduates of cardiothoracic programs
without an ACGME-approved component for vascular sur-
gery training do not receive comprehensive training in
vascular surgery.
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The optimum training program in vascular surgery
includes full exposure and participation in all 5 components
of the specialty. These are outlined.
I. Open surgery
The vascular surgery resident is expected to have par-
ticipated and performed the full spectrum of open opera-
tions that constitute the field of vascular surgery and, in
sufficient number, to demonstrate technical competence.
This component is most carefully evaluated by reviewers
from the RRC-S, and graduates of approved programs can
be viewed as having successfully mastered this component.
The minimum case requirement for accredited vascular
surgery residencies had previously been defined as the
completion of at least 100 major open vascular reconstruc-
tive operations. Only 1 operation was counted for each
operative encounter, although it might have involved sev-
eral different procedures. The RRC-S, with input from the
Association for Program Directors for Vascular Surgery,
recently approved the addition of subcategories of proce-
dures to this requirement. Effective Jan 1, 2004, all pro-
grams will be required to provide a broad exposure to
vascular surgery procedures, defined by means of minimum
requirements, in which each procedure performed during
an operation can be counted (Table I).
These are minimum requirements; most vascular sur-
gery residencies currently exceed this number. These min-
imum requirements relate to cases in which the vascular
resident is the operating surgeon. Cases in which they serve
as first assistant are in addition to the minimum require-
ments. Also, case requirement alone does not comprise the
overall training that the vascular resident receives. The
entire training package, which includes an operative case
requirement, is required to develop the judgment and
experience necessary for managing the full range of com-
plex procedures encompassed by the discipline.
II. Endovascular surgery
The introduction of endovascular surgery into the cur-
riculum of vascular surgery is relatively new. Although
many programs have successfully added this component to
their training, some programs may not yet have achieved
optimum exposure. However, all will be required to do so
by 2004. Thus, individuals requesting endovascular privi-
leges as part of their overall vascular surgery hospital privi-
lege application should be prepared to document optimum
training in endovascular surgery before a hospital will grant
privileges in this component. Endovascular procedures are
being used with increasing frequency in the treatment of
patients with peripheral vascular disease. These procedures
require that the individual be familiar with intravascular
catheter techniques. Many vascular surgeons have acquired
endovascular skills and are using these techniques on a
regular basis. They require no further training or creden-
tialing. For vascular surgeons who have not yet included
endovascular surgery in their practice, endovascular skills
must be learned and mastered before they can be incorpo-
rated into a surgeon’s practice. There are certain pathways
by which this may be accomplished:
A. Vascular surgical residency. Vascular residencies
are required to provide training in endovascular techniques,
and minimum numerical criteria have now been developed.
By 2004, all vascular surgery residents who graduate from
approved vascular residency programs will be required to
have the training necessary to perform catheter-based in-
terventions. Although adequate training is currently avail-
able in residency programs, there has not been a process in
place to distinguish these programs from those that do not
yet offer this level of preparation.9 Thus, adequacy in
training of surgeons currently completing their vascular
surgical residencies must be documented by submitting
their caseload experience with endovascular procedures
accrued during training. This experience should be verified
by the program director.
B. Adjunctive fellowship. The completion of an
adjunctive fellowship in endovascular surgery (often 3
months in duration) comprises a second pathway for train-
ing that can lead to hospital privileges. This training should
include the wide range of diagnostic modalities requiring
selective arterial catheterization. The minimum training
should also include basic percutaneous peripheral angio-
plasty and stenting of the aortoiliac system and may include
more complex procedures, such as renal angioplasty and
endovascular repair of an abdominal aortic aneurysm. Sur-
geons completing adjunctive fellowships should document
their caseloads with verification by the directors of the
adjunctive fellowship programs.
The actual number of procedures and the spectrum of
techniques have been specified in a document sponsored by
the Society for Vascular Surgery.10 The reader is referred to
this document for more detail, but numerically it includes
50 catheterization/angiograms and 25 interventions, both
with the surgeon as the primary interventionist. In these
current guidelines, minimum numbers are suggested for
most procedures, with the exception of aortic endografting
or renal or carotid artery stenting. However, it is widely
agreed that a mentored experience should be obtained
before any of these procedures are performed indepen-
dently. As with all vascular interventions, close monitoring
of outcomes is essential.
The location in which endovascular procedures are
performed will vary among hospitals. It is expected that
Table I. Minimum exposure requirements for vascular
surgery programs
Procedure
Minimum
number
Abdominal vascular 30
Cerebrovascular 25
Peripheral vascular 45
Complex reconstruction 10
Endovascular grafting 5
Interventional, diagnostic 50
Interventional, therapeutic 25
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those individuals who qualify for hospital privileges in
endovascular surgery will also be given access to the appro-
priate special procedures facility within that hospital.
III. Noninvasive vascular laboratory diagnosis
Although many training requirements, such as endo-
vascular surgery, have been addressed in earlier publica-
tions, specific training requirements for noninvasive vascu-
lar diagnosis and the basis for granting privileges for
interpretation have yet to be published. The Society for
Vascular Surgery/American Association for Vascular Sur-
gery Committee on Vascular Laboratories has prepared a
statement, which is being incorporated in full in this manu-
script, as its first publication.
The noninvasive vascular laboratory provides much of
the scientific basis for the practice of vascular surgery.
Interpretation of noninvasive vascular laboratory examina-
tions is therefore inherently important to the practice of
vascular surgery. By virtue of their clinical training, vascular
surgeons develop practical knowledge of many vascular
laboratory examinations. Such knowledge, however, may
not be sufficient for them to perform formal interpretations
of vascular laboratory studies. To optimally perform inter-
pretations of noninvasive vascular laboratory studies, a basic
understanding of ultrasound scanning physics and the prin-
ciples of arterial and venous hemodynamics is required. A
thorough understanding of arterial and venous anatomy,
physiology, and disease processes is also required. Familiar-
ity with quality assurance procedures, the capabilities of
individual modes of testing, and the theoretic and practical
limitations of each individual test is also required. Docu-
mentation of results and proper reporting procedures must
be understood. Regardless of clinical background, any phy-
sician interpreting vascular laboratory studies should ac-
quire a working knowledge of the skills necessary to per-
form the studies. Obtaining the registered vascular
technologist credential, although helpful, is neither suffi-
cient nor mandatory.
The vascular laboratory continues to change as new
tests are developed, new clinical needs arise, and old clinical
paradigms are reexamined, discarded, or both. Continuing
medical education (CME) specific to noninvasive vascular
diagnostics is therefore a requirement for maintaining cur-
rent knowledge of vascular noninvasive diagnosis and
should be a requirement for both initial and continued
privileges in the interpretation of vascular laboratory exam-
inations. To obtain and maintain privileges in vascular
laboratory interpretation, physicians must therefore docu-
ment CME credits specific to noninvasive vascular testing.
Some physicians will only interpret vascular diagnostic
studies in specific areas and will not seek to interpret other
types of vascular laboratory examinations. For example,
neurologists may seek privileges only in the interpretation
of extracranial and intracranial examinations and have no
interest or intent to interpret other arterial studies. CME
for such physicians should, therefore, be in their specific
areas of interest.
Overall, the recommended requirements for physicians
interpreting noninvasive vascular studies include 6 points.
These recommendations have been developed in consulta-
tion with the Intersocietal Commission for Accreditation of
Vascular Laboratories (ICAVL), the Society for Vascular
Technology, and the Society for Vascular Surgery/Ameri-
can Association for Vascular Surgery Committee on Vascu-
lar Laboratories.
The recommended requirements for physician privi-
leges in interpretation of noninvasive vascular laboratory
examinations are:
1. A license to practice medicine in the state in which
vascular interpretations are performed is required.
2. Knowledge of the fundamental concepts of vascular
anatomy and physiology and ultrasound scanning phys-
ics is required. Minimal training acquired in medical
school is not considered sufficient. Physicians interpret-
ing vascular noninvasive studies should show evidence
of additional training during residency, fellowship, or
postgraduate CME course work that includes these
basic principles.
3. Clinical experience in the diagnosis and treatment of
vascular disease is required. Evidence of this experience
may be seen in practice patterns or residency/fellowship
training.
4. It is recognized that physicians in established practice of
vascular laboratory interpretation may, because of clin-
ical experience, have sufficient expertise and experience
with interpretation. For the physician in established
practice, it is suggested that earlier experience with
interpretation of 300 peripheral arterial physiologic
tests, 300 arterial duplex scanning examinations, 300
peripheral venous duplex scanning examinations, 300
carotid duplex scanning examinations, and 225 visceral
duplex scanning examinations be required for new priv-
ileges to interpret vascular laboratory results in each
respective area of testing. These suggestions are consis-
tent with those suggested by ICAVL. Such experience
does not, however, obviate the need for ongoing CME
specific to vascular diagnostics, as detailed, to maintain
privileges for vascular laboratory interpretation.
5. For newly trained physicians with formal vascular labo-
ratory training in residency, supervised experience in the
interpretation of vascular laboratory studies should be
required when the physicians seek new privileges in the
interpretation of vascular laboratory studies. Minimum
supervised experience for physicians recently complet-
ing training should include completion of an approved
residency or fellowship in which vascular noninvasive
diagnosis is an integral part of that training. Documen-
tation of this experience should be available. Although it
is recognized that a specific number of cases in any field
is difficult to mandate, the minimal, but not absolute,
requirements for physicians with formal vascular labora-
tory training in residency seeking new privileges in in-
terpretation of vascular laboratory examinations are
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listed in Table II. These recommendations are consis-
tent with the recommendations of the ICAVL.
6. For physicians without formal vascular laboratory train-
ing in residency who are seeking new privileges in inter-
pretation of vascular laboratory studies, supervised ex-
perience in the interpretation of vascular laboratory
studies should be required. For physicians without doc-
umented residency or fellowship training in noninvasive
vascular diagnosis or physicians without the adequate
evidence mentioned in requirements 3 and 4, 40 hours
of relevant CME should initially be obtained within a
3-year period. Although it is recognized that a specific
number of cases in any field is difficult to mandate,
minimal, but not absolute, requirements for physicians
without formal vascular laboratory training in residen-
cy/fellowship who are seeking new privileges in inter-
pretation of vascular laboratory examinations are listed
in Table III. In addition to the number of cases re-
quired, a minimum of 10 hours of supervised practical
experience in vascular laboratory testing is recom-
mended. These recommendations are consistent with
the recommendations of the ICAVL.
7. Ongoing evidence of CME relevant to vascular labora-
tory testing should be required to maintain privileges in
interpretation of vascular laboratory examinations.
Once initial requirements are met, at least 15 hours of
CME specific to noninvasive vascular diagnosis must be
obtained during any 3-year period on an ongoing basis.
Such requirements are equal to those mandated for
medical staff members in vascular laboratories accred-
ited by the ICAVL.
IV. Medical management
The medical management of patients with the spec-
trum of vascular disorders is an expected part of the curric-
ulum of the vascular residency. Graduates of vascular sur-
gery residencies should have a thorough understanding of
vascular disease risk factors and their management. In ad-
dition, the medical management of established vascular
disorders including, but not limited to, cerebrovascular
disease, peripheral vascular disease, and vascular insuffi-
ciency is an expected part of the curriculum in a vascular
residency, and the graduates of vascular residency programs
should be considered trained in applying medical manage-
ment to patients with vascular disorders.
V. Critical care
It is expected that the vascular surgery resident would
have been closely involved in the day-to-day management
of vascular surgical patients in the intensive care and step-
down units. The vascular resident should play an active role
in all critical care management decisions for these patients.
After completion of a certified vascular surgical residency,
the trainee will have additional skills in surgical critical care.
Surgical critical care is a component of both the general
surgical training and the vascular surgical training pro-
grams. The additional training that occurs during a vascular
residency would provide competency in the management
of the spectrum of critical care problems that would occur
in the treatment of patients with vascular disease.
PATHWAYS FOR GRANTING HOSPITAL
PRIVILEGES
Hospital credentials committees should be aware that
privileges for caring for patients with vascular disease can be
complete, including all 5 components covered within the
specialty of vascular surgery, or partial, limiting the appli-
cant to 1 or more components depending on training and
experience. Recommendations will provide optimal guide-
lines that will differentiate between new graduates and
those who have already established a practice in vascular
surgery.
Applicants for vascular surgery privileges who have
just completed their surgical training
To qualify for privileges in vascular surgery, the appli-
cant must be a graduate of a residency in vascular surgery
that is accredited by the ACGME through its agent, the
RRC-S, and provide a letter from the program director
attesting to the satisfactory completion of the vascular
training program. It is expected that the applicant be cer-
tified by the ABS with the Certificate in Vascular Surgery or
be in the process of obtaining such certification.
Applicants in established practice
Applicants who are already established in the practice of
vascular surgery and who are applying for privileges at a new
hospital must document qualification and competence in
treating patients with vascular disease. Because these appli-
Table II. Minimum requirements for physicians with
formal vascular laboratory training in residency who are
seeking new privileges in interpretation of vascular
laboratory examinations
Category of testing Number of cases
Peripheral arterial physiologic test 100
Peripheral arterial duplex scanning 100
Peripheral venous duplex scanning 100
Carotid duplex scanning 100
Transcranial duplex/Doppler scanning 100
Visceral vascular duplex scanning 75
Table III. Minimum requirements for physicans without
formal of vascular laboratory training who are seeking
new priveleges in interpretation of vascular laboratory
examinations
Category of testing Number of cases
Peripheral arterial physiologic test 100
Peripheral arterial duplex scanning 100
Peripheral venous duplex scanning 100
Carotid duplex scanning 100
Transcranial duplex/Doppler scanning 100
Visceral vascular duplex scanning 75
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cants will have been in practice in another hospital or
community, they will have established practice experience
from which to judge abilities and outcomes (ie, compe-
tence). Therefore, each applicant should submit to the
hospital credentials/privileges committee discharge sum-
maries and operative notes for the last consecutive 100
major vascular surgery reconstructions or the last 2-year
consecutive case experience in managing vascular surgery
problems, whichever is greater. Hospital credentials/privi-
leges committees will assess the applicant’s morbidity and
mortality rates for various vascular procedures with accept-
able limits defined by means of national criteria. The appli-
cant will also present a letter from the chief of vascular
surgery and the chief of surgery of each hospital in which
the applicant currently practices, or from the former hospi-
tal(s) in which the applicant practiced, attesting that appli-
cant is in good standing and currently has privileges in
vascular surgery at that hospital. In addition, the applicant
needs to document acceptable moral, ethical, and profes-
sional standing.
Renewal of vascular surgery privileges
The renewal of vascular surgery privileges by means of
affirmation of competence is as important as the initial
granting of vascular surgery privileges. Surgeons who may
have qualified for privileges, by using the criteria aforemen-
tioned, may not necessarily maintain proficiency, and there-
fore continual review of their performance is recom-
mended. Renewal of privileges should be granted on the
basis of experience, with case outcome as the ultimate test
of surgical judgment and competence. However, it should
be recognized that practice and referral patterns can have
both a positive and a negative impact on outcome. For
example, it is not uncommon for the most difficult and
high-risk cases to be referred to surgeons with the best
reputation and highest levels of skill. These cases, by virtue
of their complexity, will carry a higher risk of morbidity and
mortality. Therefore, to ensure an equitable comparison,
categories of cases, case mix, and disease severity in disease
must be comparable. These recommendations are made
about the renewal of vascular surgery privileges:
A. Record keeping. The medical records department
of each hospital, or equivalent as designated by hospital
administration, should maintain a continuous registry of
vascular surgery cases for each surgeon credentialed in
vascular surgery. Registry data should include, but not be
limited to, patient age, associated diseases, indication for
operation, operative procedure, duration of hospitaliza-
tion, and outcome parameters.
B. Mechanism of audit. Although hospital privileges
are renewed on an annual basis, there should be an audit of
index cases every 3 years. It is recommended that the index
cases include carotid endarterectomy, elective abdominal
aortic aneurysm resection, femoral-popliteal bypass graft-
ing, and endovascular intervention, when appropriate to an
individual surgeon’s practice.
The basis of each indexed category should be a mini-
mum of 100 operations. If, during a 3-year interval, there
are not 100 operations in a given category, then the audit
team will review the prior years’ experience until the total
equals 100. When a surgeon has been in practice3 years,
the technique will be to use a running total of 100 cases by
initially providing 100 complication-free hypothetical cases
and subtracting actual cases, as added, to maintain a mov-
ing 100-case base. For example, for carotid endarterec-
tomy, a new surgeon will be given 100 hypothetical oper-
ations without a death or stroke. As the surgeon’s practice
develops, each actual carotid endarterectomy performed is
added to the 100, while at the same time a hypothetical case
is dropped. In this way, at any time, the stroke morbidity
and mortality rate can be calculated on the basis of a
100-case experience. However, complications and compli-
cation rates in actual cases should also be reviewed to
prevent the hiding of an unacceptably high complication
rate within the moving 100.
C. Suggested method for establishing acceptable
morbidity/mortality rates for index cases. Each hospi-
tal credentials committee should assemble all of the staff
surgeons who perform vascular surgery at that institution as
a vascular surgery subcommittee for an annual meeting.
The current literature reporting morbidity and mortality
rates for the indexed cases should be reviewed as a subcom-
mittee assignment. An appropriate range of operative mor-
bidity and mortality rates for each procedure as a function
of indications should be documented. The subcommittee
should then agree on an upper acceptable limit of the
morbidity and mortality rate for each procedure, beyond
which results should be considered below institutional
standards. These criteria would then be applied during
periodic audits. Surgeons whose results failed to meet the
defined acceptable standard for the institution would then
be subject to review and possible corrective action.
Corrective action
When a surgeon fails to meet acceptable institutional
standards in any of the indexed case categories, the sur-
geon’s entire experience should be reviewed by peers. The
surgeon in question should have the opportunity to discuss
any extenuating circumstances for death or complications.
After this preliminary review, if it is the opinion of the
reviewer that the surgeon has failed to meet the standard,
then corrective actions may be considered. Possible correc-
tive actions might include:
A. One-year probation with monitoring. One or
more credentialed vascular surgeons will monitor the sur-
geon on probation. Each of the surgeon’s cases will be
reviewed, and a second opinion will be rendered about
operative indication. A credentialed vascular surgeon will
observe each surgical procedure. After 1 year, results will be
reviewed, and opinions from the monitoring vascular sur-
geons will be presented to the credentials committee that is
evaluating reinstatement.
B. Additional training alternative. As an alternative
to the period of probation, a surgeon may elect to take a
sabbatical of 6 weeks or more in a teaching unit of an
academic medical center with a large vascular surgery vol-
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ume. The surgeon will be expected to actively participate in
the program to update judgment and skills. On return from
the sabbatical, annual audits will be carried out to deter-
mine whether there has been improvement in outcome
when compared with the prior 3-year audit.
C. Reconciliation with hospital bylaws. Each indi-
vidual hospital will need to correlate this document with its
own bylaws and the provisions of the Health Care Quality
and Improvement Act of 1986 to obtain the substantial
immunities for peer-review activity provided by that act.
Although 2 potential corrective actions are mentioned,
individual hospitals may wish to add additional alternatives.
For example, in particularly egregious cases, more severe
corrective actions, such as termination or suspension of
privileges, may be warranted.
Appeals
Any surgeon who is subject to review and corrective
measures may request a hearing with a review council
consisting of 3 vascular surgery consultants recruited from
a different community. The surgeon may request a re-
review of the index cases and may present data from the
prior 3 years for comparison. The surgeon will have the
opportunity to discuss specific cases and extenuating or
unusual circumstances affecting outcome. The review
council will then vote to either uphold or rescind the
recommendation for corrective action.
This document has been reviewed by the Vascular
Surgery Board of the American Board of Surgery and found
to be consistent with their education and certification pol-
icies. It has also been reviewed and approved by the Asso-
ciation of Program Directors in Vascular Surgery.
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